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The studies to date on short versus long hospitalisation have focused on the influence of length of stay on treatment effectiveness and cost. A few have considered the effects of short-stay units on their parent institutions, but only insofar as those effects have pertained to the freeing of beds; attention has not been directed to their effect on the volume, diagnostic composition, and length of stay of the institution's caseload. The opportunity to examine this effect was provided at one psychiatric hospital, following the introduction of a short-stay unit.
The Clarke Institute of Psychiatry was estab lished by legislation as a facility for â€oe¿ research, education, diagnosis and treatmentâ€•. In effect, the diagnostic and treatment role was interpreted as a specialised one with no defined catchment area and no administrative policy regarding length of stay. Nevertheless, the Institute is located in the down town area of a large urban community and has a 24-hour emergency service, operating on a walk-in basis without referral. This â€˜¿ open entry' of patients has brought the actual clinical role of the Institute into direct conflict with its legislated mandate. In order to provide both service to the community on demand and to facilitate research and educational functions, the administration decided to develop an integrated out-patient/in-patient emergency ser vice, designated the Primary Care Service (PCS).
The PCS, introduced in July 1977, consists of the Emergency Department and a 20-bed in-patient ward, operating with a seven-day maximum length of stay. The in-patient ward was intended to serve as the principal outlet from the Emergency Depart ment for acute cases requiring admission. This outlet was also intended to facilitate the clinical and research specialisation of other wards, by freeing them from some immediate service demands, as well as through the provision of an accessible pool from which patients could be selected on the basis of research criteria. The PCS operates with crisis intervention tech niques, conveying the expectation of a brief length of stay to all patients. Continuity of care is maintained through conjoint staffing of the ward and the Emergency Department. The development and operation of this service has been based on the assumption that it is feasible to provide effective treatment, within the length of stay guideline, to the potential caseload requiring admission. That as sumption has been derived from the literature of the few well-designed studies comparing short versus long hospitalisation wherein the short length of stay guideline was similar to that of the PCS. (Endicott et al, 1978; Hen et a!, 1975 Hen et a!, , 1976 Hen et a!, , 1977 Hirsch eta!, 1979; Kennedy & Hird, 1980; Knights et a!, 1980; Reibel & Hen, 1976) . These studies have demonstrated that the outcome of brief hospitalisation is equal to, or better than long hospitalisation for the majority of unselected patients with functional disorders (psychoses, neu roses, personality disorders, and situational crises).
That conclusion is based on measurements of remission of symptoms of all degrees of severity, role functioning inthecommunityafter discharge, effect on the family, and financial cost. After discharge, short-stay patients do not require more ward might not be able to meet its own administra tive guideline such that its length of stay might not differ substantially from that ofother wards without being lowered artificially by the transfer of refrac tory cases to other wards or hospitals. The psychiatric literature is remarkable for the absence of reports about the effects of short-stay wards in the institutions inwhich theyhave been developed. Therefore, it was not possible accu rately to predict the consequences of developing this service at the Clarke Institute. In order to obtain a general overview of the impact of this ward on the clinical role of the hospital, it was considered necessary to conduct a retrospective examination of the length of stay and diagnostic characteristics of patients admitted to the various hospital wards, before and after the opening of the PCS.
Method
Since1974, theClarkeInstitute hasmaintained an in patient data base containing demographic, diagnostic, and treatment data on all in-patient admissions; the length of stay and primary discharge diagnosis for every admission tothehospital byindividual wardwasextracted fromthis. Thewards studied werecodedasfollows: Ward A, the20-bed short-stay in-patient wardofthePrimary Care Service and previously a 30-bed general psychiatric ward; Ward B, a 10-bed sub-specialisedpsychosomatic medicine and research unit; Wards C and D, 30-bed general psychiatric wards; andWard E,a 30-bed general psychiatric ward converted totwo 12-bed sub-specialty and research units (geriatric and affective disorders) during thetime period reviewed inthis study. Theforensic ward was excluded becausethelength of stayof its caseload isoften determined by judicial considerations.
The complete length of stay for each admission is attributed inthedata base tothewardtowhichthepatient was originally admitted, because transfers to other wards arenotcoded. Therefore, length ofstay data for eachcase transferred from the PCS to another ward were tabulated manually anddivided accordingly between thetwowards.
Length of stay was tabulated by seven-dayintervalsup to sixweeksand 43or more days. lCD three-digitdiagnostic groups were used. Data were tabulated by one year periods from July ito June 30 for the year preceding and the three years following the opening of the PCS (July 1, 1976to June30, 1980 .The total number of admissionsby â€¢¿ ward was also tabulated for the year ending June 30, 1976.
Results
Over the four-year period reviewed, there was a small increase in the annual total number of admissions to the Clarke Institute, as illustrated in Figure 1 . At the same time, there was a small decrease in annual admissionsto
Ward D and a marked decrease in admissions to Ward E. This latter decline was the result of planned research and clinical sub-specialisation involving a net reduction of six beds on that ward. The overall annual increase was attributable entirely to the marked increase in admissions to the 20-bed short-stay ward designated the PCS ward 1976-77) and after (1978-79) here), the picture was similar except for changes related directly to administrative decisions. There was a further shift towards affective disorders on Ward E and a marked increase in admissions for schizophrenia to Ward D. Once again, this was the result of an administrative decision to facilitate clinical sub-specialisation by designating Ward D as a schizophrenia service. There was a decrease in the percentage of admissionsto the PCSfor situationalcrises, andan increase inadmissions intheICD-307diagnostic category on Ward B, which coincided with a shift in its research focus almost exclusively to anorexia nervosa.
In Figure 3 , it can be seen that there was no major changein the length of stay distributionof casesadmitted to other wards in the hospital. In fact, there was a small but progressivedecline in all length of stay intervals. On Ward A for 1976-77the pattern wassimilarto that of the rest of the hospital. However, for each of the years from the PCS included all categories and those diagnosed â€˜¿ in crisis' did not exceed 30% of the caseload for any given year. There is no reason to suspect this type of diagnostic bias on the other clinical services and hence, the data presented are probably comparable over the period studied. Regardless of the distribu tion of secondary discharge diagnoses on the PCS, the fact that there was no substantive impact on the caseload elsewhere within the hospital cannot be argued.
This was not a study of diagnostic reliability. The Clarke Institute is a teaching hospital in a university psychiatric department;
there is no reason to assume substantial changes in diagnostic reliability over the period studied such that the data would not be comparable from year to year.
With regard to the short-stay policy of the PCS, it should be noted that it was not fulfilled completely.
Some patients remained for all length of stay intervals, including 43 or more days. This was attributable to one major factor: because of the reduced length of stay on the PCS ward, several beds were available at any given time as noted by other authors. (Kennedy & Hird 1980; Voineskos et a!, 1974) . This bed availability led frequently to admissions of patients who could not be treated effectively within the length of stay guideline. In addition, the ward was also used as a holding unit for patients destined from the outset to otherwards, when there were no available beds; indeed, there was an increase in the number of transfers to other wards in the last two years of this study. However, it can not be concluded that this was a systematic â€˜¿ dumping' of refractory cases onto other wards. In effect, the PCS ward had become an admission ward.
This study illustrates the necessity for and compatibility of both acute and specialised care roles within psychiatric teaching hospitals. Clinical investigators and sub-specialists need a source of patients. The hospital must provide effective acute care in order to be credible as a treatment facility in the local community and hence, to attract appropri ate and representative referrals for research and teaching purposes. At the same time, specialised research units cannot be expected to respond to all demands for acute service, A model of organisation consisting of acute care and specialist units, such as the one described in this paper, can fulfil both the needs for service and for research and teaching. While it is not possible to conclude that the PCS specifically assisted or adversely affected the devel opment of the research and clinical sub cate that concerns about the anticipated impact of the PCS on other hospital wards were largely unfounded. There was little increase in the total number of admissions per year to the hospital. Apart from shifts in the caseload which were secondary to other independent administrative decisions, the diagnostic composition of the caseloads on all other hospital wards remained unchanged. Similarly, the length of stay on other wards was remarkably stable over the period reviewed. In fact, opposite to the effect anticipated, there was an overall decrease in length of stay on other wards, which at least suggests that there was no substantive shift of treatment resistant or refractory cases to other wards. Finally, the fourth concernâ€"that the PCS might not meet its own length of stay guidelineâ€"was also unfounded. By the second year of its operation, the majority of patients admitted to the PCS were discharged within seven days and almost all stayed less than 14 days.
In this study, primary discharge diagnoses were used. It might be argued that the use of primary diagnoses alone does not accurately reflect the clinical composition of the caseload. This certainly could be the case on a brief stay or crisis unit, where there might be a predictable tendency to give all patients a discharge diagnosis of situational crisis, and so the secondary discharge diagnosis might specialisation of other wards that occurred during the period of this study, it is important to note that the in-patient caseload of the hospital, as measured by annual admissions, was maintained over the period reviewed while at the same time there was a net reduction of 16 beds in the hospital.
